.

MISSOURI DIVISION OF HEALTgiéTANDARD CERTIFICATE OF DEATH 63;049638'

DEPARTMENT OF PUBLIC HEALTH AND WELF

N . i . L . ) ) . STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. _____________ Primary Registration District No - Repistrar’s No. l 26_1’2__ .
ON THIS $TUB

il h&aw D KLY 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

2. COUNTY a, STAT b. COUNTY admissian)
auri

b. CITY {if outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CiTY Tnaido Limifs

TOWN St. LOU‘LS TgSVN St.LOUtS Yes j3 No O

c. FULL MAME OF (If NOT in hospital, give lecation) Insida Limits " d. STREET [ ida, gi ; ;
HOSPITAL OR ADDRESS (If cunide, give location) Reside on Farm

wstrorioN  State Hospital Yo MO 5800 Arsenal Street |[Y=0O M 0Ox

3. NAME OF DECEASED Firs? Lost 4, DATE Monith
[Type or print) F

V$ 300
Rev. 4/59

p DRITE AMENDED

Day Year
FRANK KUDIRKA DEATH Dec. 19 1963

5. SEX 6. COLOR OR RACE 7. Morried [0  Never mMarried 0§ 8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER ) YEAR IF UNDER 24 HR

Mal e Wh i te Widowed [ Divorced [] 10_31_ 19] 2 51 Monlﬁ]—fbwa | Hourrl Min.

10a. USUAL OCCUPATION (Giva kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during mast of warking life, even if rerired) St . Lnu ts_'_M ssou LL U . S. A .

one
t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Ambrose Kudirkao Elizabeth Kikus cEEEREn

15 WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. Lﬂ'. INFORMANT Address

r ynknown . Qive war or dates of serv| .
N A MY Y £ T S s eorge H,Smith Jr,4756 Thrush Ave.,

(s}
18. CAUSE OF DEATH {Enter only one cavae per line for (a), (b), and (c). INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a}

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise 1o

sbove cavia (a8},
slating the wnder- . 2 o /
lying cause last. DUE TO (¢}
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ner related 10 the terminal PART 111. If decessed weay female wan

diteass condition given in PART | () there & pregnancy in |ast 90 daya.
[D Yeu l O Ne I O unkaown
19. WAS AUTOPSY 70s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Entar nature of injury in FART | or PART 11 of item 18.}

m] a m)

PERF D?
Yes ff NOO

20c. TIME OF Hou Manth, Day, Year |
INJURY a.m.
p-m,

20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.p., in or about home, 20f, CITY, 1OWN, OR LOCATION
" WMILE AT WORK [J tstm, facrory, strest. office bldg., sic.)
NOT WHILE AT WORK [

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

her .
21. 1 attended the decested from. ’5 & . and last saw oo alive on
A - ‘ m on tha date siated above, and ta the best of my knowledge, from the causes sloted.

Death occurred at
.

22a. SIGNATURE {Degree or title) X 226, ADDRESS . 22¢. DATE SIGNED
; ?0 ] Py [30¢ Q“‘\” /2 -R6 4

T3s, BURIAL, CREMATICN, | 23b, D. * 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) <
_ REMOVAL [Specify) V]

Buria 12-2151963 | Calvary

L) i (]
24 F%ﬁu DIRECTOR AODRESS 25. DATE RECU. BY LOCAL REG. | 24w’ REGISTRAR IGNATU'

N STYGAR & SON — 5541 RIVERVIEW BLYD. DEC 20 1863 .o/ BN

{Licansed Embalmer’s Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

8Y AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my persenal supervision.

Student

Signature of Student Embaslmer

Licensed Embalmer No.&.??odd
P. O. Address ,_Wm/%/

Note: The above MUST BE SIGNED BY THE LICE_NSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revacation of I_icense).-

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




